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How Well Does Cognitive-Behavioral
Therapy Treat Symptoms of
Complex PTSD? An Examination
of Child Sexual Abuse Survivors
Within A Clinical Trial

by Patricia A. Resick, PhD, Pallavi Nishith, PhD and Michael G. Griffin, PhD

INTRODUCTION

ABSTRACT

Are brief cognitive-behavioral treatments for posttrau-
matic stress disorder (PTSD) also effective for the wider
range of symptoms conceptualized as complex PTSD?
Female rape victims, most of whom had extensive histories
of trauma, were randomly assigned to cognitive-processing
therapy, prolonged exposure, or ¢ delayed-treatment wait-
ing-list condition. After determining that both types of
treatment were equally effective for treating complex PTSD
symptoms, we divided the sample of 121 participants into
two groups depending upon whether they had a history of
child sexual abuse. Both groups improved significantly
over the course of treatment with regard to PTSD, depres-
sion, and the symptoms of complex PTSD as measured by
the Trauma Symptom Inventory. Improvements were main-
tained for at least 9 months. Although there were group
main effects on the Self and Trauma factors, there were no
differences between the two groups at posiireatment once
pretreatment scores were covaried. These findings indicate
that cognitive-behavioral therapies are effective for patients
with complex trauma histories and symptoms patterns.
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Among the varieties of traumatic stressors that have been
implicated in the development of psychopathology, sexual
assault is the event most likely to result in posttraumatic
stress disorder (PTSD).'? A large retrospective epidemiology
study of women indicated that 13% of women reported a
completed rape while another 14% reported attempted rape
or molestation. Among those victimized by rape, 32% expe-
rienced PTSD at some point, as did 31% of the attempted
rape victims. Numerous siudies have documented previous
incidents of both childhood and adult sexual assault among
rape survivors.*® A previous history of interpersonal victim-
ization has been shown 1o be the single best predictor of
subsequent victimization.*!! The combined effect of prior
victimization has been shown to predict lasting pathology in
fernale survivors of interpersonal assault.”

Specifically, childhood trauma has been shown to
increase the risk for a variety of psychiatric disorders,
including borderline personality disorder,'*"* somatization
disorder,™ dissociative disorders,'" self-mutilation,” eat-
ing disorders," and substance use disorders.'”” While
women reporting prior trauma histories are also more
likely to meet symptom criteria for PTSD,"*2 it has been
suggested that the current diagnostic formulation of
PTSD* fails to capture the more complex, diffuse, and
tenacious symptom picture associated with a history of
prolonged, repeated childhood trauma.?

The term “complex PTSD™ has been proposed to cap-
ture this more complicated symptom picture associated with
a history of childhood interpersonal trauma. The symptoms
comprising complex PTSD have been clustered into five
main categories® and proposed as criteria for Disorders of
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" Extreme Stress-Not Otherwise Specified. The five symptom
categories include: (1) alterations in regulating affective
arousal; (2) alterations in attention and consciousness;

" (3) somatization; (4) chronic characterologic changes; and
(5) alterations in systems of meaning. These Disorders of
Extreme Stress-Not Otherwise Specified criteria have been
incorporated in the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition, under the section of
“Associated Features and Disorders.”

Treatment-outcome research with female rape victims has
largely involved the use of controlled and comparative trials
of cognitive-behavioral therapy (CBT), which have been
found to be highly successful in treatment of PTSD and
depression symploms in a relatively short period of time
(6-12 sessions). Two of the more researched treatments used
with this population are prolonged-exposure therapy®* and
cognitive-processing therapy (CPT).*™* Prolonged exposure
is an exposure-based therapy that includes both imaginal
and in vivo exposures. After an education phase and breath-
ing retraining, the therapist and client develop a hierarchy of
feared situations, on which the client begins to practice al
home. In session, the therapist has the client spend 45-60
minutes each session conducting imaginal exposures to the
worst traumatic memory, in first-person present tense. CPT
also has an exposure component, in this case a written
account of the most traumatic event(s), but the majority of
therapy is spent analyzing the meaning of the event(s) for the
client and training the client to challenge distorted or over-
generalized beliefs about the event, self and world.

The method of challenging is through Socratic questioning
and the use of a sequence of worksheets.

Clinical trials conducted with these therapies have estab-
lished the initial efficacy {or both these treatments. Resick
and colleagues® reported on a clinical trial comparing pro-
longed exposure and CPT with a minimal attention delayed
treatment control group. While both therapies proved to be
superior 1o the delayed-treatment group, there were no dif-
ferences between prolonged exposure and CPT on either
PTSD or depression symptom oulcome measures. The only
difference was for greater improvement among the CPT par-
ticipants in specific guilt cognitions.

However, it is not entirely clear whether these CBT pro-
tocols are also efficacious in treating the range of symptoms
that are associated with PTSD in female rape victims with a
prior childhood victimization history. Retrospective studies
of rape survivors have documented a clear relationship
between early victimization history, increased post-rape
pathology, and prolonged or compromised recovery. *#
Cloitre and colleagues® recently reported on the outcome of
a CBT trial that compared a combination of skills training in
affective and interpersonal regulation with imaginal expo-
sure to a waiting-list control condition. The therapy con-
sisted of 16 sessions and, aside from PTSD and depression,
a range of complex trauma symptoms, such as affect regula-
tion and interpersonal impairment were assessed. This CBT
treatment was very successful in reducing all of the symp-
toms assessed. However, the resulis are somewhat
limited because the researchers excluded women who met

TABLE 1. COMPARISON OF NON-CHILD SEXUAL ABUSE VERSUS CHILD SEXUAL ABUSE SURVIVORS ON

DEMOGRAPHIC AND CRIME HISTORY VARIABLES
Non:Child Sexual Abuse
Variable
Race (percentage)*® %
Black 15
White 85
M sD
Age (years) 313 10.2
Education (years) 14.5 27
Months since index rape 91.8 98.6
Criminal Viclimization History
Number of limes a vietim of crime 5.2 4.7
Childhood physical abuse 3.6 27
Robbery 0.17 0.54
Kidnapping 0.16 (.40
Rape (prior to index) 0.60 1.10
Attempted rape 0.36 0.63
Sexually assaulted 0.30 0.78
Serious physical assault 0.15 0.54
Minor physical assault 1.23 1.82
Attempted murder 0.08 0.34
Homicide of close family member 0.39 0.75
* »2 and P are derived from the four race percentages
NS=nonsignificant.
Resick PA, Nishith P, Griffin MG. CNS Spectr. Vol B, No 5. 2003.

Child Sexual Abuse

% b5 P
26 2.1 NS
74
M b E P
349 95 36 NS
14.0 2.4 13 NS
111.8 103.4 1.6 NS
78 4.7 13.7 0.601
4.7 2.3 6.9 0.005
(.40 0.79 5.0 0.03
0.59 1.10 125 0.001
1.81 1.80 30.2 0.001
0.97 1.46 13.5 0.001
1.47 1.77 33.8 0.001
0.34 0.87 3.1 NS
2.02 2.02 7.1 0.01
0.31 0.58 10.8 0.001
0.54 0.96 1.3 NS
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the criteria for ealing disorders, dissociative disorders, bipo-
lar disorder, or borderline personality disorder.

The purpose of the present study, was to conduct {urther
analyses on the data from the Resick and colleagues®
studylo compare rape victims with a child sexual abuse his-
tory to those women who were raped but had no child sexual
abuse history on PTSD symptoms, depression symploms,
and on indicators of more complex symptoms of trauma
response, such as dissociation, impaired self-reference, and
tension reduction behaviors before and after cognitive
behavioral treatments. The exclusion criteria were limited to
methodologic considerations, such as recent trauma for
chronicity or ability to give informed consent, or for current
risk for which immediate intervention would be required
(current self-harm behaviors or intent; current violence).
Women were not excluded if they had other comorbid Axis I
or Axis II disorders in addition to their PTSD.

Participants
Exclusion criteria from the clinical trial included current
psychosis, suicidal intent, parasuicidal behavior, depen-

dence upon drugs or alcohol, or illiteracy. In addition, par-.

ticipants could not be in a currently abusive relationship or
being stalked. Participants were included if they had expe-
rienced at least one completed rape, were at least 3-months
postirauma (no upper limit), and if on medication, were sta-
bilized. Women with prior substance dependence were
included if/fwhen they had been off of the substance(s) for
6 months. Those with current substance abuse were permit-
ted to participate if they agreed and were deemed able to
desist in usage during the period of treatment. Participants
were only included in the trial if they met full criteria {or
PTSD. Participants were not excluded if they had previously
received diagnoses of psychosis, bipolar disorder, dissocia-
tive disorders, or any other Axis I or Axis Il disorder as long
as they were not currently engaging in the self-harm behav-
iors previously listed and were not at active risk from others.

Two hundred sixty-seven women were assessed for pos-
sible participation. The most common reason for exclu-
sion from the study (n=74) was not meeting the criteria for
PTSD (749%). There were 121 women who completed all
sessions of treatment plus at least the poslireatment
assessment: 41 CPT clients, 40 prolonged-exposure
patieniss, and 40 wait-list control patients. Dropout rates
for the two active-treatment groups were similar at 26.8%
for CPT and 27.3% for prolonged exposure. In the
delayed-treatment condition, 14.9% did not return for the
second assessment. There were no significant differences
between women who dropped out of therapy and those
who completed with regard to their initial PTSD or
depression scores. A 2 indicated that there were no dif-
ferences between the two treatment groups with regard to
child sexual abuse dropout status. The waii-list partici-
pants who were then randomized and completed one of
the two treatments were folded into the primary CPT and
prolonged-exposure groups.

In the original sample of 171 women randomized inlo the
trial, there were no significant differences in demographies
between the three groups. Overall, on average, the women
were 32 years of age (SD=9.9), and had 14.3 years of educa-
tion (SD=2.6). The majority of the women were never mar-
ried, divorced, or separated (75.7%). The sample was 71%
white, 25% African American, and 4% were from other
racial groups. The average length of time since the rape was
8.5 years (SD=8.5 years) with a range from 3 months to 33
years. Eighty-six percent of the sample had experienced at
least one other major traumatic crime experience in addi-
tton to the index rape, and 41% of the sample reported a
history of child sexual abuse. The samples sizes {or the
child sexual abuse status comparisons were 74 non-child
sexual abuse and 47 child sexual abuse participants for the
Clinician-Administered PTSD Scale®* (CAPS) and Beck
Depression Inventory (BDI}"* and 71 and 43, respectively,
for the analyses on the Trauma Symptom Inventory (TSI).»

Instruments

Clinician-Administered PTSD Scale

The CAPS is an interviewer-administered diagnostic
interview that measures PTSD and has been found to have
excellent psychometric properties.

Beck Depression Inventory

The BDI is a 21-item self-report questionnaire, widely
used in research on depression. It has also been used to
assess depression In rape victims 22627

Standardized Trauma Interview

The standardized trauma interview was adapted from a
previous treatment study by Resick and colleagues™ The
structured interview covered the following topics: demo-
graphic information, information about the rape, within-
crime reactions, trauma history, social support, and
treatment history. Only the demographics and trauma his-
tory sections were included in this paper. In addition to
questions about adult crimes and other traumas, child sex-
ual abuse was assessed with the Sexual Abuse Exposure
Questionnaire (Part I): (SAEQ)" incorporated inio the inter-
view. The SAEQ (Part I) is a 10-item self-report measure
designed to assess sexual acts experienced before 16 years
of age. The interview also includes the Assessing
Environments-11{-Physical Punishment Scale (AE-1H-PP).*!
The AE-II1-PP consists of 12 behaviorally anchored
true/false items designed to assess a range of childhood
physical discipline events from mild forms of physical disci-
pline (eg, spanking) to potentially injurious physical events
identified in the literature as common forms of abusive par-
enting. The AE-III-PP scale has been shown to successfully
discriminate between abused and nonabused individuals. A
score of 4 or higher on this scale suggests a history of child-
hood physical abuse.”

Trauma Symptom Inventory

The TSI is a 100-item self-report measure developed to
assess both short-term and long-term sequelae of traumatic
experiences. It contains nine clinical scales: Anxious

continued on page 357 P
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Arousal, Anger-Irritability, Depression, Defensive
Avoidance, Dissociation, Dysfunctional Sexual Behavior,
Intrusive Experiences, Impaired Self-Reference, and Sexual
Concerns. It is intended for use in the evaluation of, not only
symptoms typically associated with PTSD and Acute Stress
Disorder (ASD) but also those intra- and interpersenal diffi-
culties often associated with more chronic psychological
trauma that are subsumed under Disorders of Extreme
Stress-Not Otherwise Specified. While the subscales of the
TSI do not reflect the exact criteria of the hypothesized
Disorders of Extreme Stress-Not Otherwise Specified/com-
plex PTSD disorder, they do reflect many of the more com-
plex sequellae of the trauma response beyond simple PTSD.

The TSI exhibits convergent, predictive, and incremental
validity in both clinical and nonclinical samples. Factor
analyses® have established that there are three factors: the
Dysphoria faclor consisting of depression, anger-irritability,
and anxious arousal; the Trauma factor, consisting of
Intrusive Experiences, Defensive Avoidance, Dissociation,
and Impaired Self-Reference; and the Self factor, consisting
of Sexual Concerns, Dysfunctional Sexual Behavior, and
Tension Reduction Behavior.

METHODS

Both CPT and prolonged exposure consisted of 13 hours
of therapy configured across 12 and 9 sessions, respectively.
Sessions were conducted twice weekly. CPT consists of sys-
tematic cognitive therapy, including daily homework and
two sessions of exposure by means of a written account of
the worst rape, which is read to the therapist and read daily
as homework.” Prolonged exposure consists of daily behav-
ioral exposures at home, verbal imaginal exposure of the
worst rape with the therapisl, and listening to therapy tapes
al home.® Therapists were trained by the developers of each
of the therapies®?® and were supervised throughout the
study. Adherence and competence ratings were conducted
by experts in each therapy who were not associated with the
study. Details regarding these fidelity ratings can be found
in the parent study publication.”

This project was reviewed and approved by the institu-
tional review hoard of the University of Missouri—St. Louis
and all participants provided written informed consent.
Participants were assessed at pretreatment, posttreatment,
3-months, and 9-months postireatment. Because of the
length of the battery, the TSI was dropped from the 3-month
follow-up. However, if someone was missing her 9-month
assessment, and happened to have a 3-month assessment,
their data were carried forward for the 9-month analyses.

RESULTS

First, a power analysis was conducted to determine
whether the sample size of 114 was sufficient to detect dif-
ferences on the TSL.* If one hypothesizes that rape victims
with a child sexual abuse history will not respond to treat-
ment as well as rape victims without a child sexual abuse
history then setting the effect size at .50 is a reasonable

estimate. With the alpha set at .01 and power set at .95, only
76 participants would be needed to {ind differences that
exist. Given the overall findings of the parent study, one
would also predict large effect sizes from pre- to posttreat-
ment; therefore, the samples are also sufficient to detect
pre- to posttreatment differences.

The child sexual abuse and non-child sexual abuse sam-
ples were compared with regard to their demographic and
other Lrauma history variables aside from child sexual abuse
(Table 1}. The child sexual abuse sample reported signifi-
cantly more robberies, kidnappings, rapes, attempted rapes,
other sexual assaults, physical assaults with minor injuries,
attempted murder, child physical abuse, and number of
crime victimizations. There were no significant differences
in the number of assaults with serious injuries or the crimi-
nal/vehicular death of a loved one between the two samples.
There were no differences between the child sexual abuse
and non-child sexual abuse samples regarding which treal-
ment they received or whether they completed treatment.

Because, for these analyses, the delayed-treatment sam-
ples were folded into the samples that were treated immedi-
ately, preliminary analyses were conducted comparing these
collapsed samples {irst on the CAPS and BDI, then the TSI
subscales. The three TSI {actors were subjected to two 2 x 3
multivariate analysis of variances (MANOVAs), represent-
ing treatment type (CPT or prolonged exposure), and assess-
ments (pretreatment, posttreatment, and 9-month
posttreatment). In the first analysis, CAPS total score and
BDI scores were the dependent variables. The analysis
resulled in a significant assessment effect, Fy 479=61.1,
Pillai’s trace=.68, P=.000, but no treatment-type effect or
interaction. Both CAPS and BDI changed significantly from
pre to postireatment and there were no changes from the
postireatment to the 9-month assessment on either measure.
In the second analysis, the three TSI factors were the
dependent variables. This analysis also resulted in an
assessment effect, Fi6,416=35.0, Pillat’s trace = .64, P=.000,
but no treatment type effect or interaction. Significant
assessment effects were found for all three TSI factors with
significant decreases in scores occurring from pre to post-
treatment, and no change from the posttreatment to follow-
up assessments. Because there were no differences between
the two types of therapy on any measure at any lime point,
the data were collapsed for the comparison of rape victims
with or without a child sexual abuse history.

The means and standard deviations of the CAPS, BDI,
and TSI subscale raw scores for the child sexual abuse
and non-child sexual abuse samples are located in Table
2. The two groups were then compared by means of
repeated measures MANOVA on the CAPS total score
and BDI. This analysis produced a significant assessment
period effect, Fy 4799=60.3, Pillai’s trace=.68, P=.000, but
no group main effect or interaction. The participants
improved on both the CAPS and BDI from pre- to post-
treatment and then maintained their improvement through
the 3-month follow-up.
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An initial MANOVA comparing the two groups at pre-
tteatment on the three TSI factors was significant overall,
Fi3.111)=3.7, Pillai’s trace=.09, P=.02, indicated that the
child sexual abuse participants reported significantly higher
scores at pretreatment on two of the three factors, the Self
factor, F(; 113)=7.3, P=.008 and the Trauma factor,
F(1,113=8.8, P=.004. There was only a trend for the two
groups to be different on the Dyspheoria factor. A repeated
measures MANGVA of the three TSI factors resulted in sig-
nificant child sexual abuse status main effect, F(3110=2.9,
Pillai’s trace=.07, P=.039, an assessment main effect,
Fis,446=34.8, Pillais trace=.64, P=.000, but no assessment
by child sexual abuse status interaction. Post hoc univariate
analyses indicated that, while the two groups improved sig-
nificantly on all three factors from pre- to postireatment and
maintained their improvement, there were also significant
differences between the two groups on 2 of the 3 factors.
The two groups differed overall on the Trauma, Fjj 112=5.8,
P=.02, and Self factors, F(; 112=6.9, P=.01, but not on the
Dysphoria factor. The findings are depicted in Figure 1.

In order to explore which of the subscales contributed to
the group differences, the MANOVASs were repeated for the
constituent subscales of the Trauma and Self factors. The
Trauma factor includes intrusive experiences, defensive
avoidance, dissociation, and impaired self-reference. These

‘subscales were subjected to a repeated measures
MANOVA, which resulted in a significant assessment
period effect, Fig 444=24.9, Pillai’s trace=.62, P=.000, but

no interaction and only a trend for a group main effect
(P=.07). Post hoc pairwise comparisons indicated that the
sample improved from pre- to posttreatment on all four sub-
scales and these improvements were maintained through
the 9-month follow-up.

On the Self scale, consisting of sexual concerns, dysfunc-
tional sexual behavior, and tension reduction behaviors, the
MANOVA resulted in a significant group main effect,
Fz111y=2.7, Pillai’s trace=.07, P=.05, a significant assess-
ment period effect, Fg 450=24.8, Pillai’s trace=.50, P=.000,
but no group by assessment interaction. Post hoc analyses
on the assessment periods indicated that all three subscale
scores improved significantly from pre- to posttreatment and
were then maintained over the 9-month follow-up period.
Post hoc analyses of the group effect indicated significant
overall group differences on all three subscales. Pre- 1o
post-effect sizes calculated with Hedge’s G on all TSI sub-
scales as well as the CAPS and BDI are located in Table 2.
There were large effect sizes for all subscales with one
exception. In the child sexual abuse group, there was a
medium effect size on the impaired self-reference scale.
That subscale had a very large standard deviation compared
with the other subscales, indicating greater variability of
responses to treatment on that scale.

In order to determine how much of the overall group
effect was determined by pretreatment differences, a
MANOVA was conducted on the three Self subscales at
posttreatment using the pretreatment scores as covariates.

TABLE 2. MEANS, STANDARD DEVIATIONS, AND PRE-POST HEDGES' G EFFECT SIZES OF NON CHILD SEXUAL ABU

No Childhood Sexual Abuse

VERSUS CHILD SEXUAL ABUSE SURVIVORS ON CLINICAL SCALES.
Variable Pretreatment Posttreatment  Pre- to Posttreatment 9-month Posttreatme
TSI subscale M sSD M, SDh G M sD
Anxious Arousal 13.8 5.1 7.2 5.4 1.26 7.2 4.9
Depression 13.0 5.3 6.7 5.8 1.13 7.1 5.9
Anger/Irritability 126 59 6.7 5.0 1.08 6.6 3.5
Intrusive Experiences 12.7 5.1 38 54 1.31 52 5.5
Defensive Avoidance 158 53 6.7 6.3 1.56 6.2 6.1
Dissociation 110 5.0 54 4.3 1.20 5.6 4.1
{mpaired Sell-Reference 124 62 6.1 4.9 1.13 6.3 5.4
Sexual Concerns 9.9 6.5 4.7 4.6 0.92 4.6 4.2
Dysfunctional Sexual Behavior 45 48 1.5 29 0.76 2.3 4.2
Tension Reduction Behavior 5.0 37 24 2.7 0.80 24 2.5
CAPS Total Score 706 189 280 207 2.15 29.4 22.7
BDI 224 95 10.0 8.3 1.39 10.9 9.1
TSl=Trauma Symptom Inventory; CAPS=Clinician-Administered PTSD Scale; BDI=Back Depression Inventory.
Resick PA, Nishith P, Griffin MG, CNS Spectr. Vol 8, No 5. 2003,
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- The MANOVA was nonsignificant, indicating that there
were no differences between the child sexual abuse and
non-child sexual abuse groups at postireatment, once pre-

* treatment scores had been accounted for. The same thing
occurred with a MANOVA on the Trauma factor subscales.
Once the pretreatment differences were accounted for there
were no differences between the child sexual abuse and
non-child sexual abuse groups at posttreatment. Iigure 2
depicts the subscale scores plotted on a TSI profile. Both
groups are within normal limits at the posttreatment and fol-
low-up periods.

DISCUSSION

On the TSI profiles at pretreatment, the rape victims
without a history of child sexual abuse were characterized
by peak elevations on defensive avoidance, intrusive experi-
ences and anxious arousal, the symptom clusters of PTSD.
The non-child sexual abuse patients did, in fact, appear to
have a simple form of PTSD although they showed general
elevations across the subscale profile. On the other hand,
the rape victims with a child sexual abuse history, as a
group, exhibited elevations beyond the clinical cut-off
(T score >65) on 6 of the 10 scales, indicating a more com-
plex symptom picture. At the posttreatment and 9-month
follow-up assessments the non-child sexual abuse patienis
fell right on the population norms on all subscales
(T score=50), while the child sexual abuse patients were at
the norms for most of the subscales. Although there were no

significant differences at posttreatment between the non-
child sexual abuse and child sexual abuse patients on the
subscales once the pretreatment scores were accounted for,
on an absolute level, the child sexual abuse patients, as a
group, appeared to be elevated about a half standard devia-
tion on the impaired Self-reference and Sexnal Concerns
subscales. For those clients who have remaining problems
with sexual dysfunctions or identity confusion, therapists
may want to address these problems as well.

The results of this study indicate that both types of CBT,
CPT, and prolonged exposure are effective not only for
symptoms of PTSD and depression, but also the more com-
plex symptoms that have been observed among those with
histories of child sexual abuse. Even though the women with
a child sexual abuse history had greater trauma histories
generally than those without child sexual abuse, the two
groups did not differ with regard to PTSD symptoms,
depression, or other dysphoric emotions. They did differ
with regard to the Self factor, which consists of Sexual
Concerns, Dysfunctional Sexual Behavior, and Tension
Reduction Behaviors; and the Trauma factor, when exam-
ined as a single measure, but not as individual subscales.
However, the participants improved significantly as a result
of treatment on the 3 {actors and all 10 subscales of the TSI
There were no significant interactions between child sexual
abuse status and assessment periods, on any of the mea-
sures, indicating that the child sexual abuse patients
improved as much as the non-child sexual abuse patients.

Childhood Sexual Abuse

Pretreatment Posttreatment
M SD M s
15.8 4.7 8.8 5.7
14.7 6.4 7.5 6.3
14.0 6.0 8.0 6.4
15.1 6.4 7.3 0.4
16.9 5 7.8 6.5
14.2 6.2 1.2 5.8
16.9 15.7 10.7 16.8
13.5 7.5 6.8 6.1
7.0 1.5 2.6 4.1
6.7 4.9 31 3.1
76.8 18.4 28.4 27.1
24.9 9.1 114 10.4.

g-month Posttreatment Pre-Posttreatment

M 3D G
8.3 6.4 1.3
74 6.8 1.13
8.2 6.6 0.97
6.3 6.8 1.22
6.9 7.4 1.57
6.8 6.0 1.17
9.7 17.1 0.38
6.7 6.9 0.98
29 4.5 0.73
3.1 2.9 0.83

33.3 29.6 2.09
12.9 12.7 1.38
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On the Self factor and the component subscales, child sex~
“ual abuse patients staried with higher scores but reported an
equal benefit through treatment. At the posttreatment and
9-month follow-up assessments, both groups fell within nor-
mal ranges on the Self factor subscales as well as the other
measures. It should be noted here, that disseciation, which
is often of concern to clinicians, improved significantly as a
result of treatment without any particular attention or differ-
ential treatment.

While the TSI captures many of the symptoms that
comprise the complex PTSD spectrum, this instrument
does not map exactly onto the complex PTSD/Disorders of
Extreme Siress Not Otherwise Specified categories
of sympioms. Further research using other instruments
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tailored to assess complex PTSD would be helpful in
delineating whether there are any limitations in the use of
CBT with child sexual abuse survivors with a complex
symptom picture. However, unlike some of the complex
PTSD interviews, such as the Structured Interview for
Disorders of Extreme Stress,* which results in a categori-
cal diagnosis with limited statistical potential, the TSI
was empirically generated, normed, and can be subjected
to the full range of statistical procedures.

CONCLUSION

Overall, the results of this study are very encouraging.
CBT protocols, implemented over a 6-week period were
highly effective in reducing, not only chronic PTSD and
depressive symptoms, but more insidious symptoms, such
as dissociation, impaired self-reference, dysfunctional sex-
ual behavior, and tension reduction behaviors. Although
longstanding clinical stereotypes among some therapists
persist that CBT therapy is “superficial” and only for simple
cases, and some trauma experts® have argued that child
sexual abuse survivors need longer and more in-depth ther-
apy than trauma victims without such a history, the findings
of this study illustrate that short-term CBT, provided in a
structured and focused protocol, might be quite sufficient
for the range of symptoms of complex PTSD. While there is
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FIGURE 2. Pretreatment, posttreatment, and 9-month follow-
up comparison of rape victims with and without a history of CSA
on the 10 subscales of the Trauma Symptom Inventory.

CSA=child sexual abuse; Pre=pretreatment; Post=posttreatment;
9Mo=9-months follow-up; AA=anxious arousal; D=depression;
Al=anger/irritability; lE=intrusive experiences; DA=defensive avoidance;
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DSB=dysfunctional sexual behavior; TRB=tension reduction behavior.
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evidence that those with repeated traumas may have more
complex symplom patterns that may prolong or compromise
natural recovery, brief CBT appears to be effective in reme-
diating these problems. Recovery through therapy does not
appear to be hampered by a complex presentation.
However, longer follow-ups will be needed to determine
whether the improvements remain over a longer period of
time. Five-year follow-up assessments on this treatment
sample are currently underway.
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